PROCEEDINGS OF THE ROYAL SQCIETY OF MEDICINE 40 Manson-Bahr: Sigmoidoscopic Appearances of Tropical Dysenteries I have seen one other similar case in which I think the apex of the invaginated part was neoplastic. I was unable to reduce the intussusception, but instead of performing colostomy I tried to crush off the intussusception from within the anal canal by heavy forceps passed up the gut. The patient was very feeble and the event had a fatal issue.
The Sigmoidoscopic Appearances of Dysenteries of Tropical Origin.
By PHILIP MANSON-BAHR, D.S.O., M.D., F.R.C.P.
(Physician to the Hospital for Tropical Diseases.)
OWING to the frequency of dysenteric conditions in tropical practice and the difficulty in determining their true nature from laboratory investigations alone, the subject is one of exceptional importance to the tropical physician faced with making a correct diagnosis preliminary to efficient treatment.
AMEBIC DYSENTERY. A knowledge of the changes undergone by the bowel is indispensable in the diagnosis of intestinal amoebiasis and affords an index to the cure of this particularly intractable disease by any given drugs or combination of drugs. From the pathological aspect the chief difficulty experienced is the demonstration in every case of intestinal amcebiasis of the Entamceba histolytica, either in its active or vegetative stage or in its passive or cyst form. It is common knowledge that a patient may exhibit typical symptoms of the disease, or give a history of its main features, and yet intense pathological investigation may fail to reveal the causative organism in the fseces. It often happens that the cysts of Entamo3ba histolytica may be found in the faeces only after fifty successive examinations. Various concentration methods (as for instance that of Warrington Yorke) and the cultural method of Boeck and Drbohlav have afforded the pathologist a better chance than formerly, but it is from an examination of the bowel lesions themselves that the clinician will derive the most accurate information. The lesions of amoebic dysentery in the sigmoid and rectum are so distinctive as to be diagnostic and they extend, as is not commonly appreciated, far down the rectum, to the level of the internal sphincter itself. They are distinctive, as I have said, but differ considerably from the grosser lesions commonly seen in the post-mortem room or in a pathological specimen. After death the finer and more superficial appearances disappear and many of the lighter colours and tints assumed in life fade, so that the clinician will gain a poor idea of what he is likely to meet with from an examination of museum specimens. It is true that one cannot diagnose every case of intestinal amoobiasis by the sigmoidoscope, seeing that in a small proportion of cases (about twenty per cent.) the lesions are confined to the caecum and ascending colon far beyond the reach of any sigmoidoscope. For the appreciation of the finer changes the microscopic attachment to the eyepiece of the sigmoidoscope is almost essential, a lens magnifying three diameters makes an enormous difference. Not only can the character of the amoebic lesions be appreciated by sigmoidoscopy, but the amoebw themselves may be demonstrated in scrapings of the lesions by means of the long-handled Volkmann's spoon introduced through the sigmoidoscope. The edge must not be so sharp as to destroy the edges of the lesion and cause haemorrhage, nor yet too blunt to remove sufficient tissue. The material thus removed should be suspended in saline solution, placed on a slide with a coverslip Section of Surgery: Sub-Section of Proctology 41 and directly examined under the microscope. On many occasions it has been possible to demonstrate the causative amcebae when ordinary laboratory examinations have failed to do so.
The characteristics of amoebic sigmoidoscopic lesions, as compared with the bacillary disease, are their superficial nature, the painlessness of direct examination and the laxity and the redundancy of the mucosa. The scattered and isolated character of the ulcers is such that the intervening mucosa remains normal in appearance. Their small size as compared witlb the large punched-out amcebic lesions, so often seen in the upper part of the bowel at autopsy, is clearly apparent.
In addition to the ulceration, other striking appearances are frequently seen in the form of small hbmorrhages which may surround the actual ulcers or be scattered in a haphazard manner round the lesions. These hmmorrhages whicl are, as a rule, small and petechial in character, actually occur in the submucosa an(d therefore lie beneath the mucous surface. Ofterl large haemorrhages occur in the interstices or even in ragged cracks between the folds of the mucous memlbrane. I wish especially to emphasize the importance and diagnostic significance of these hwmorrhagic lesions, for it is often from them that the amoebae may be obtained by scrapings through the sigmoidoscope. Though they form such a characteristic feature of the living as1)ects of intestinal amcebiasis, they have never been described as characteristic of the pathological anatomy of the disease. The appearances of intestinal amcebiasis naturally vary with the degree and intensity of the infection.
In the acute stage the destruction of the mucous membrane may progress to a considerable degree. Lesions, at first isolated and discrete, may coalesce and produce a ragged granulating and bleeding surface more resembling that of bacillary dysentery except that the bowel surface is much folded. When scrapings are made from the he,morrhagic surface, amcebee may be demonstrated in large numbers; in fact, this -surface infection of the mucosa resembles the intense condition produced in experimental aincebiasis in kittens. These lesions extend down the rectum to the internal sphincter, and occasionally to the anal margin.
In the squbacatte stage the bowel presents the same rugose and folded appearance, the lumen being coated with viscid mucus streaked and dotted with effused blood. The amcebic lesions take the form of minute yellow papular elevations, which are in reality small collections of pus, nests of am%eba and d6bris, communicating with an abscess in the submucosa, for the Entamceba histolytica is in reality a parasite of the submucous layer of the bowel, and finds in that stratum a suitable medium for multiplication. When the papular elevations break down they form superficial snail-track ulcers, and later become converted into the more characteristic diamond or lozenge-shaped ulcers of the chronic stage.
Scrapings from the ulcerated surface yield either scanty amceba, or, more often, acicular Charcot-Leyden crystals which, as Dr. J. Gordon Thomson has pointed out, may be regarded as affording an admirable index of the amoebic nature of the lesion.
Chronic Amcebic Dysentery.-This is the stage in which it is most difficult often to make a definite diagnosis, and in which the laboratory examinations fail to demonstrate the amcebbe or their cysts. The culture method may succeed where a simple microseppic examination fails. Definite ulcerations of five millimetres or more in diameter may be visible; they may be superficial, or deep and penetrating the submucosa. Usually, they have undermined edges, haemorrhagic margins, and yellowish or grey-coloured bases. On scraping these ulcers, amcebn may be demonstrated in chains or in clusters. Latent ainaebic dysentery.-Of all bowel diseases, ameebic dysentery is peculiar in the remarkable latency it may exhibit. The patient may, after an initial attack, remain free from all external.signs and symptoms of disease for a period sometimes YEff-S 2 * as long as from five to seven years. It is therefore important that one should be familiar with the somewhat elusive appearances of the bowel surface in these cases. The lesions often take the form of yellow papules on the surface of the mucous membrane which occur on the inner surface of the natural folds, as, for instance, on the valves of Houston, or the surface may be studded with small depressions or-pits of microscopic size which represent healed ulcerations, and often mingled with them are small haemorrhages.
Great interest centres in the lesions seen in what are known as carriers " or ' cyst passers" of amceba : that is to say, persons who, although showing no symptoms or signs of dysentery or intestinal disturbance, yet continue to pass the cysts of Entamceba histolytica in their feces. In some countries a considerable proportion of the population show this condition. Amongst native Egyptians Wenyon and O'Connor demonstrated the carrier state in 13 5 per cent., and in this country, as Yorke and others have shown, 5 per cent. of the population in some districts are cyst carriers, while indigenous "amcebic dysentery " is almost unknown. Dobell, Wenyon and other authorities of protozoology regard the Entarnceba histclytica as invariably an obligatory parasite of the bowel wall, and not as an inhabitant of the fseces, so that in the "cyst passer" state small lesions of the mucous membrane and submucosa must exist in which the parent amoebae live. Such sigmoidoscopic examinations as I have been able to make on this condition show, invariably, either small granulating patches or small scattered petechial ha3morrhages to indicate the site of these minute amoebic lesions. It may be well seen that in these " cyst passers " lesions exist which, under certain circumstances not yet ascertained, may extend and give rise to ulcerations provoking active signs of amoebic dysentery.
The Sigmoidoscope as a Guide to Treatment.-The lesions conveyed by a study of the different phases of amcebic infection of the bowel can be utilized for the control of the treatment of the disease. Under the combined treatment, with emetinebismuth-iodide and yatren which I have described,' the healing of the lesions is both rapid and striking. Within twelve days from the oommencement of the treatment epithelization of the ulcers has already commenced. A healed bowel, after treatment, is one in which active signs of amoebic infection are absent, but in which the traces of former lesions are seen in small depressions or pits, which everywhere stud the mucosa, and which one should endeavour to recognize as representing the usual appearance of healed amboeic ulceration. I have been unable to make any actual observations as to how long these small and almost microscopic depressions may persist after the recovery of the patient.
SIGMOIDOScoPIc APPEARANCES OF BACILLARY DYSENTERY.
The lesions produced by bacillary infection of the large bowel differ essentially from those I have described as produced by the amcebic disease. These differences are just those one would expect from a study of histopathology and morbid anatomy. Bacillary dysentery is mainly a disease of the mucous membrane, in which the dysentery bacillus multiplies and eventually causes necrosis of the mucous membrane. The infiltration and cedema of the submucosa are secondary to the changes undergone by the mucosa. Bacillary dysentery is caused by infection with Shiga's bacillus or Flekiier's bacillus. Shiga's bacillus is the more virulent, and usually causes the more extensive lesions. Both may be occasionally met with as indigenous infections in this country. In the tropics they are widespread. The pathological changes in the bowel wall are much more extensive and severe than those of amoebic dysentery. Acute Stage.-It is doubtful whether in the very acute incipient stages a sigmoidoscopic examination of the inflamed mucosa is justifiable, and, as a rule, in travellers from the tropics the acute condition has subsided by the time they reach home. The difficulty of definitely proving the diagnosis of bacillary dysentery, either by culture of the bacillus from the stools, or by scrapings of the mucous membrane, is considerable, as the organism can only be cultured with ease during the early stage of the disease. Failure to recognize the difficulties in the isolation of the organism from the freces often leads to doubts and difficulties. The dysentery bacillus is very delicate and is easily overgrown by other more vigorous organisms, or fails to grow on account of the presence of the specific bacteriophage which is elaborated in the lumen of the bowel. Twice only have I examined the mucosa with the sigmoidoscope in cases from which I have been able to recover Shiga's bacillus. The mucous membrane resembles that seen at autopsy. The surface is slightly nodular, rose-pink, or plush-red and cedematous; there are numerous red blotches, caused by submucous bammorrhages; the walls of the bowel are rigid and inelastic; the natural folds are absent. The mucosa bleeds readily on contact with the sigmoidoscopic tube and the examination is considerably painful, while the lumen of the bowel is filled with bright red blood-stained mucus.
In the subacute stage the bowel surface is covered with granulation tissue in irregular patches and plaques representing areas from which the necrotic mucosa has desquamated, or has been removed. These granulations are painful and bleed easily. In one case, associated with dysenteric arthritis, the granular patches were evident; though all dysenteric bowel symptoms had ceased, resolution of the arthritis occurred only when the bowel epithelium had been regenerated. This case demonstrated the importance of treating the mucosa thoroughly in order to resolve the arthritis.
Chronic Bacillary Dysentery.-This is the stage which is the most intractable, and which it is most important to differentiate from chronic amoebic dysentery. It would be useless to attempt to isolate the bacillus from the feces in these cases, for the organism has long since disappeared. The microscopical examination of the fLeces may afford a clue in the number of polymorphonuclear cells seen in the blood and mucous exudate, but there are other cells, known as macrophages, which are found in the feces in most cases of bacillary dysentery, and which, from their superficial resemblance to the Entamarba histolytica, have given rise to a great deal of confusion. These are large hyaline cells derived from the bowel wall; they are of endothelial origin and often contain phagocytized red blood-corpuscles and leucocytes, and so may readily be mistaken for the vegetative stage of the amoeba. They really should cause no difficulty, as they are immotile, defunct body-cells and not parasites. Little help, as a rule, can be derived from serological investigation in bacillary dysentery. The serum agglutination test is, perhaps, more often positive in the chronic than in the acute stage. In two severe cases of chronic bacillary dvsentery a positive agglutination to Flexner's bacillus in a dilution of over 1: 100 was obtained.
The cases of chronic bacillary dysentery which have occurred as the result of infection during the Great War have been most severe and distressing. Rarely, if ever, they appear to be subsequent upon an initial acute attack; rather the chronic stage supervenes insidiously. These men suffered from a mild or subacute dysentery during their war service from which they appear to have made a rapid and apparetntly permanetit recovery, but in subsequent years relapses of diarrhoea or subacute dysentery have recurred at regular intervals and some six or even eight years after the initial attack a chronic intractable diarrhcea supervenes which finally produces great emaciation, anaemia, symptoms of intense intoxication and even arthritis. The mucosa of the bowel becomes converted into a solid layer of granular tissue, becomes, in fact, a rigid, raw and bleeding tube. Evacuations are incessant and consist almost entirely of blood and mucus. These are the cases which in textbooks are called " idiopathic ulcerative colitis "; my contention is that they are, as a rule, the sequel of bacillary infection of the bowel.
The sigmoidoscopic appearances are obvious. The bowel itself is rigid, indurated and inelastic; the natural folds absent. The examination is extremely painful and the roughened and granular surface bleeds readily wherever it is touched by the examining instrument. Scrapings of the bowel reveal numbers of pus cells and the macrophages to which reference has already been made. The appearance of the bowel varies in different cases; sometimes the exuberance of granulation tissue may assume a polypoid appearance; sometimes too, fibrosis of the bowel wall may result in partial stricture or in fibrotic scarring of the surface. The patulous condition of the anus and the atrophic appearance of the skin surrounding the anal margin, as well as the wasting of the gluteal and perineal muscles, afford a considerable amount of additional evidence in forming a diagnosis.
The treatment of chronic bacillary dysentery is by no means an easy matter. Intestinal lavage too often proves ineffective, either by yatren, eusol or other disinfectants. Recourse has to be had to ileostomy or valvular caecostomy as the only way of alleviating the condition and promoting epithelization of the destroyed mucosa. The technique of this I have already described in collaboratioc with Dr. A. L. Gregg.' INTESTINAL SCHISTOSOMIASIS (OR BILHARZIASIS). In Central and North Africa, and in South America, various intestinal disorders and dysenteries are due to infection with the parasite Schistosoma mansoni. The adult flukes of both sexes live in branches of the portal vein and extensive lesions in the large bowel are caused by the passage of the characteristic lateral-spined eggs through the coats of the intestine. In so doing they give rise in time to depositions of granulation tissue which eventually become either the site of ulceration or, more usually, t,ransformed into adeno-papillomata. Pericolonic nodules also form, so that intestinal obstruction of various degrees may take place. Even large polypoid masses may protrude from the anus and cause great inconvenience and pain. The pathology is well understood, but, up to date, a description of the sigmoidoscopic appearances of this most dramatic intestinal disease is entirely lacking. Cases of Manson's intestinal schistosomiasis are rarely encountered in this country and so far I have been able to study only two, both in firemen of Arab nationality coming from Aden. The lesions in these two cases consisted of irregular patches of granulation tissue dispersed through the mucous membrane of the upper rectum and around the recto-sigmoidal junction. The granulation tissue was slightly raised and was capped by a layer of yellow and adherent lymph. In scrapings through the sigmoidoscope I was so fortunate as to be able to detach some epithelial debris which contained in its centre the diagnostic lateral-spined egg. An interesting and speculative point is that the eggs recovered in this manner are smaller and less completely developed than those fouind in the freces, thus suggesting that the complete development of the egg and its contained miracidium only takes place after its extrusion from the parent vagina.
The treatment of intestinal schistosomiasis is by surgical removal of a sleeve of the diseased mucous membrane in the rectum (Dolbey and Fahmy) and by the intravenous injection of antimony tartrate in order to destroy the adult trematodes.
i " The Surgical Treatment of Chronic Bacillary Dysentery," Brit. ,Tourn. Surg., 1926, xiii, 701.714 .
SPRUE.
Sprue is one of the mysteries of tropical medicine; its ntiology is still unknown and its correct investigation is one of the burning questions of the day. There are many who regard it as a specific intestinal infection, so that it is of importance that the early appearances of the bowel in this disease should be studied by means of the sigmoidoscope. The genesis of the atrophy of the mucous membrane which takes place in the fully developed disease should be determined.
Sprue is known to occur throughout the tropics, but it is almost unknown in Central Africa, hence the interest arising from the discovery of an indigenous case from Nyasaland, which shows the earliest manifestations of this malady, and which I was able to study. It certainly conveys the impression that sprue is an acute infection of the whole of the intestinal mucosa. The mucous membrane is ridged and folded; it is finely granular on the surface and cherry-pink to scarlet in colour. The intestinal mucus is viscid and adherent, while the contained feeces are liquid, and peculiarly white in colour. Of course, it is the white fatty faeces which are so distinctive of sprue and often the exact nature may be first determined through the sigmoidoscope. In the advanced stage of the disease, when atrophy of the mucous membrane has taken place, the mucosa is lax, pale yellow in colour and almost diaphanous, so that great care must be exercised in making the examination for fear of injuring or tearing the extremely attenuated and friable bowel wall.
A great deal of work remains to be done upon the sigmoidoscopic appearance o sprue, but the would-be investigator is rather deterred from making such an examination of every case for fear of unduly disturbing the patient and therebyaggravating the distressing symptoms.
TUBERCULOSIS OF THE LARGE BOWEL.
As a sequel to bacillary dysentery and probably engrafted on other intestinal' disturbances, tuberculous infection of the large bowel is of comparatively frequent occurrence in tropical practice. The cases usually present the appearances of acute-" ulcerative colitis " and are, as a -ule, extremely ill and emaciated. The mucous membrane is greatly indurated, hypermmic and sensitive. On sigmoidoscopic examination it appears plush-colour and bleeds readily wherever it is touched. I have learned to be very suspicious of the tuberculous nature of these angry-looking; bowels. The ttibercle bacillus may be demonstrated in some cases by scrapings from the intestinal mucosa or, more generally, in the blood and mucous exudate. In order to do so successfully it is necessary to digest the whole stool with antiformin and subsequently centrifugalize in order to concentrate the bacillus. Preparations should be made from the concentrate and stained by Ziehl-Neelson. I merely mention this subject of tuberculosis in passing in order that attention may be drawn to it, and I believe that surface infection of the mucous membrane of the large intestine with the tubercle bacillus is of more frequent occurrence than is generally realized.
CONCLUSION.
Much more remains to be learned of the true atiology, pathology, and treatment of tropical diseases, and to this desirable end the proctologist may contribute no. little in unravelling further by sigmoidoscopic studies the mysteries of the tropical dysenteries.
DisCU8sion.-Mr. ASLETT BALDWIN: I have found zinc ionization the best treatment for so-called ulcerative colitis, also combined with drugs for amoebic dysentery. I should like to ask if Dr. Manson-Bahr has used it, and to mention two cases of ainoebic dysentery. One was a man from Bogota, Colombia, South America. I saw him in consultation, as he was thought to have cancer. With the sigmoidoscope, a lesion very suggestive of that disease was visible, but there was a secolnd one higher up. He was passing large numbers of amcebe. The condition cleared up rapidly under treatment with emetin.
The other was a healthy looking inan who had been in Gallipoli eight years previously. He gave no history of any bowel trouble whatever, either there or in this country, until a few days previously, when he had begun to lose blood freely from the rectum. His physician said the hsemorrhage came from about 2' in. up. I passed the sigmoidoscope 10 in., and could see nothing wrong with the bowel, the blood was trickling from a higher level. He also was passing many amebwe.
Dr. CUTHBERT DUKIES said that the general routine plan adopted by a pathologist when asked to examine a patient suspected of suffering from dysentery was first to examine for Entamceba histolytica or entamoeba cysts; then, if this examination was negative, to make cultures for dysentery bacilli.
It was rare for these to be positive in cases of acute or chronic diarrhaea in this country, but there remained one other line of investigation before the resources of the laboratory were exhausted, namely, the blood agglutination test. When microscopic and cultural blood agglutination tests were all negative, the pathologist was compelled to relegate these cases of chronic diarrhoea (with blood and pus in the stool) to the rather unsatisfactory category of *chronic ulcerative colitis. Were the sigmoidoscopic appearances sufficiently characteristic in bacillary dysentery to permit a diagnosis of this infection in the face of negative agglutination -tests as well as negative culture tests ?
